
yes / no yes / no

Last name

Date of Birth

As part of our Clinic Policy  

24 hours are required for  cancellation or rescheduling of appointments 
otherwise a fee will be applied based on appointment type

By signing this form you are acknowledging that you are aware of our clinic policies and fee schedules. 

* Please indicate which number can be used for primary contact purposes.

City

Home Phone Number

Patient Signature Date

At Home

Address

First Name

Health Card No.

Province

Cell Number

At Work

Version Code

Postal Code

Work Phone Number

Cell

Sex

yes / no

P   (647) 748-5663 F   (647) 740-7166 W   www.wellone.ca 

F   (647) 740-7166 W   www.wellone.ca P   (647) 748-5663 W   www.wellone.ca 

P   (647) 748-5663 F   (647) 740-7166

P   (647) 748-5663 F   (647) 740-7166 W   www.wellone.ca 

Month:       Day:       Year:

May we leave information on your voicemail, such as 
appointments, etc?

In case we are unable to reach you by phone may we 
attempt to contact you by email?  

Emergency Contact 
Email

ALLERGIES Current Medication

Full Name Relationship   Primary Contact Number 

Patient 
Registration 

Form

                   



Last Name _______________________ First Name: __________________ Date of Birth:______________________   

Health Card #:_____________________________    Occupation: _________________________________________

Allergies: _________________________________________________________________________________________ 

Current Issues: ________________________________________________________________________________________

Past Issues:____________________________________________________________________________________________ 

Past Surgeries/Procedures: ____________________________________________________________________________ 

Family History of Medical Conditions (include family member) 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Alcohol Consumption :  ________ drinks/week 

Exercise :  Frequent (3-5x/week)      Occasional (3-5x/month)                 Rare

Patient 
Intake Form

Patient Information 

Medical History

Medication 

Current (please include dosage) : _____________________________________________________________________ 

____________________________________________________________________________________________________ 

Past Medication: ___________________________________________________________________________________

Other Notes: _____________________________________________________________________________ 

___________________________________________________________________________________________

Patient Signature:   ___________________________________________________________________________

Date:  ______________________________________________________________________________________

Smoking :  Current (____/packs a day) Past (____/packs a day) Non-Smoker

Immunizations: _____________________________________________________________________________________ 



 

CLINIC POLICIES 

1. A valid health card is required for all visits. Without a valid OHIP card charges apply. 

2. Patients are seen on a first come, first served basis for walk in services. We reserve the right to 

stop taking walk in patients once we have reached capacity for the day. 

3. No lab or test results will be given over the phone. 

4. Prescriptions refills over the phone are at the discretion of your physicians and there is a $25.00 

charge.  

5. There is a $35.00 charge for notes for massage, orthotics, chiropractors, etc.  

6. There is a $25.00 charge for sick notes.  

7. Laboratory services may require a wait time. We will try our best to accommodate you the day 

of but this cannot be guaranteed. 

8. Please limit each visit to one main issue. This will help the overall flow and allow you to be seen 

in a timely manner. 

9. No medical advice will be given over the phone or by email. 

10. If there is a cancellation for booked appointments they need to be made at least 24 business 

hours in advance, by phone or in person, with a live individual. Answering machine messages 

will not be accepted. Cancellations less than 24 hours may be subject to a fee. 

11. If you have forms for the physician to  fill out, filling them out are at the discretion of the 

physician. Charges may apply. 

12. Physicians can only write prescriptions for the patient they see. They cannot write ones for 

family members or friends without seeing them. 

I ________________________________________________, have read and agree to the above 
information outlining the policies of the clinic.   

 
Signature: _______________________________  Date: ________________ 



 

NO SHOW / LATE ARRIVAL AND LATE CANCELLATION FEE POLICY 

We’re glad you have chosen WellOne Medical Centre to provide you with your health care needs.  Our 
goal is to provide our patients with quality medical care in a timely manner. To reach this goal our clinic 
strictly enforces a “No Show / Late Cancellation / Late Arrival Policy”. 

Please take a few minutes to review our no-show policy and sign at the bottom of the form. If you have 
any questions please let us know.   
_____________________________________________________________________________________ 

1. Our Practice requires that in the event you have to re-schedule or cancel an appointment, you 
must notify us one business day (24 hours) in advance; phone messages left on the answering 
machine over the weekend do not qualify as 24 hours notice for Monday appointments. 
 

2. Cancellation of any appointments must be done with one of our staff members. We are unable 
to accept such requests via voice-mail or email.  
 

3. If you book your appointment within the 24-hour time frame, the policy is in effect immediately. 
 

4. If you arrive later than halfway through a scheduled appointment this will constitute a “Missed 
Appointment” 
 

5. Late comers may be required to re-schedule for a later time or another day and 
appropriate charges for the late or missed appointment will apply. 

6. All incurred fees must be cleared before your visit with the doctor. Please note 
receptionists and  staff members cannot waive fees. For any questions or concerns 
please email management.  
 

Depending on the type of your appointment you will be charged a fee for appointments missed, 
canceled or re-scheduled with less than 24 hours notice. See fee schedule below  

Missed appointment $40 Missed Pediatric appointment $50 
Missed initial appointment $40 Missed Pediatric Consult $200 
Missed Physical/PAP  $75 Missed CBT appointment $150 
Missed travel consult $75 Missed CBT initial appointment $200 
 

I ________________________________________________, have read the above information that 
explains the missed appointment, late cancellation and re-scheduling fee policy.  I understand that at 
least 24 hours notice is required to avoid these charges.  

 
Signature: _______________________________  Date: ________________ 



 
 
 

Authorization for Email Communication 
 
Patient name:      _____________________________________  
Date of Birth:       _____________________________________ 
Patient OHIP #:    _____________________________________  
Patient email(s):  _____________________________________ 
 
I. RISKS OF USING EMAIL  

WellOne Medical Centre offers patients the opportunity to communicate by email. Transmitting patient 
information poses several risks of which the patient should be aware. The patient should not agree to 
communicate with WellOne Medical Centre via email without understanding and accepting these risks. 
The risks include, but are not limited to, the following: 

• Emails can be forwarded, intercepted, circulated, stored or even changed without the 
knowledge or permission of WellOne Medical Centre or the patient.  

• Email senders can easily misaddress an email, resulting in it being sent to many unintended and 
unknown recipients. 

• Email is easier to falsify than handwritten or signed hard copies. In addition, it is impossible to 
verify the true identity of the sender, or to ensure that only the recipient can read the email 
once it has been sent. 

• Emails can introduce viruses into a computer system, and potentially damage or disrupt the 
computer. 

• Email is indelible. Even after the sender and recipient have deleted their copies of the email, 
back-up copies may exist on a computer or in cyberspace. 

• Use of email to discuss sensitive information can increase the risk of such information being 
disclosed to third parties. 

• Email can be used as evidence in court. 

 

 

 



 
 
 
II. PATIENT OBLIGATION AND CONDITION FOR USING EMAIL 
 
WellOne Medical Centre will use reasonable means to protect the security and confidentiality of email 
information sent and received. However, because of the risks outlined above, WellOne Medical Centre 
cannot guarantee the security and confidentiality of email communication. Thus, patients must consent 
to the use of email for patient information. Consent to the use of email includes agreement with the 
following conditions:   
 

• The patient shall not use email for medical emergencies, urgent problems or other time 
sensitive matters. 

• If the patient’s email requires or invites a response from WellOne Medical Centre and the 
patient has not received a response within a reasonable time period it is the patient’s 
responsibility to follow up to determine whether the intended recipient received the email and 
when the recipient will respond. 

• Email communication is to be used strictly for administrative purposes. No physicians will 
communicate with patients via email. No medical advice will be provided through email 
communication.  

• The patient is responsible for informing Provider of any types of information the patient does 
not want to be sent by email, in addition to those set out above. 

• Medical staff may forward emails internally to members of the Physician's staff if necessary for 
diagnosis, treatment, reimbursement, and other handling.  

III. PATIENT INSTRUCTIONS AND RESPONSIBILITIES  
 
To communicate by email, the patient shall:  

• Limit or avoid use of his/her employer's computer. 
• Inform Provider of changes in his/her email address. 
• Confirm that he/she has received and read the email from the office staff or physician. 
• Put the patient's name in the body of the email, including a phone number at which the patient 

can be reached. 
• Include the category of the communication in the email's subject line, for routing purposes (e.g. 

billing question). 
• Review the email to make sure it is clear and that all relevant information is provided before 

sending to Provider. 
• Withdraw consent by email or written communication to Provider. 

 



 

 

IV. TYPES OF EMAIL TRANSMISSIONS THAT PATIENT AGREES TO SEND AND/OR RECEIVE 
 
The types of information that can be communicated via email with the physician include patient referral 
information and appointment reminders, health card number clarification and patient information, 
and may include completed forms, prescriptions and requisitions. If you are not sure if the issue you 
wish to discuss should be included in an email, you should call the Provider's office to schedule an 
appointment. 
 
V. SECURITY MEASURES USED BY THE PROVIDER 
 
As stated above, communicating via email does come with privacy risk. While the office staff and 
physicians cannot guarantee total confidentiality, they will use reasonable safeguards to protect your 
health care information as required by law. 

VI. TERMINATION OF THE EMAIL RELATIONSHIP 
 
The Provider shall have the right to immediately terminate the email relationship with you if he/she 
determines, in his/her sole discretion, that you have violated the terms and conditions set forth above 
or otherwise breached this agreement, or have engaged in conduct which the Provider determines, in 
his/her sole discretion, to be unacceptable.  
 
VII. PATIENT ACKNOWLEDGEMENT AND AGREEMENT 
 
The patient acknowledges that he/she has read and fully understands this policy. The patient 
understands the risks associated with the communication of email between the Provider and his/herself, 
and consents to the conditions herein. In addition, the patient agrees to the instructions outlined herein, 
as well as any other instructions the Provider may impose to communicate with patients by email. 

 

 

Patient Name: ________________________________________________________________ 

 

Patient signature: ________________________________ Date ________________________ 
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